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Role Call
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• Discuss prior meeting (high level)

• Topic for the meeting

• Plan and expectations for next meeting

It is ok to ask questions during the meeting and between 

meetings. These questions and answers will be shared at 

the beginning of each meeting. 

Format of Workgroup
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 Identify how the Health Homes meet the provider standards set forth by the federal government as 

well as identify appropriate oversight of those standards. 

 Develop a proposal for a payment methodology that is consistent with the goals of efficiency, 

economy, and quality of care. The rate will be developed according to the actual cost of providing 

each component of the service.

 Review member qualifications in order to propose qualifications that meets federal and state code. 

 Update Health Home Services to reflect whole-person team based-care while reducing provider 

burden.

 Develop a Quality Improvement model that can be adopted by Integrated Health Homes. 

 Develop a proposal to present to the State that encompasses all the forementioned goals.

What is Our Why? What Do We Want to 

Accomplish?
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• You can respect another person’s point of view without agreeing with them.

• Respectfully challenge the idea, not the person and bring potential solutions.

• Blame or judgment will get you further from a solution, not closer.

• Honest and constructive discussions are necessary to get the best results.

• Listen respectfully, without interrupting.

• Listen actively and with an ear to understanding others' views. (Don’t just think about what you are 

going to say while someone else is talking.)

• Commit to learning, not debating. Comment in order to share information, not to persuade.

• Avoid blame, speculation, and inflammatory language.

• Allow everyone the chance to speak.

Ground Rules
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• Review of Last Meeting

• Workgroup Report

• Continue Provider Standards Deep Dive

– How does the Health Home Meet? 

– Peer Support and Family Peer Support IHH responsibility to coordinate services when 

they qualify for Habilitation/CHW, but services are not available. 

– Managing Habilitation and CMHW

– How does the MCO/Iowa Medicaid support and oversee?

– Address feedback of MCO/IME Administrative Oversight Burden

– Using the larger organization to support the work

• Payment Methodologies

– Health Home Services documentation on the claim.

Objectives 
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• Completed brainstorming activity questions 1-13 to 

assist in creating robust discussions. 

• Questions/Answers 

Last Meeting
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Workgroup Report
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Overview of the Timeline
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Documents for Today
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Provider Standards
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Peer Support and Family Peer Support IHH 

responsibility to coordinate services when they qualify 

for Habilitation/CHW, but services are not available. 

Consider Moving this to Health Home 

Services
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Lead Entity Standards Review 
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• Psychiatrist 

• Physician 

• Nurse Care Manager 

• Care Coordinators 

Lead Entity Roles 
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• Identification of providers who meet the standards of participation 
to form an Integrated Health Home

• Assessment of the Integrated Health Home and medical health 
provider's capacity to coordinate integrated care

• Educate and support providers to coordinate integrated care 

• Provide oversight, training, and technical support for Integrated 
Health Home providers to coordinate integrated care

• Provide infrastructure and tools to Integrated Health Home 
providers and primary care physical providers for coordination

Evaluate and Select IHH Providers
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• Repository for claims to allow the IHH to identify at the individual member level.
– Pharmacy

– ED/Hospitalizations

– Any provider visit

– Lab results

– Authorizations

– Case management information (PH/BH or CBCM)

– Assessment results (Health Risk Assessment)

– PCP

• Enrollment Report
– Risk Score

– In a Waiver other than Hab/CMH

– Medicaid active Y/N

– Medicaid renewal date

– PCP

– ITC PCSP/LOC

• Gap in Care Reports
– ED/Hospitalizations 

– MCO daily inpatient report

– Preventative care gaps 

• Scorecard related to P4P Measures

• Amerigroup Service Tracking (Hab/ CMHW) report

Lead Entity Tools 
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• Confirmation of screening and identification of members eligible for Integrated 
Health Home Services

• Provide oversight and support of Integrated Health Home providers to develop 
care plans and identify care management interventions for Integrated Health 
Home enrollees

• Providing or contracting for care coordination, including face-to-face meetings, as 
necessary to ensure implementation of care plan and appropriate receipt of 
services 

• Gathering and sharing member-level information regarding health care utilization, 
gaps in care, and medications

• Monitor and intervene for Integrated Health Home members who are high need 
with complex treatment plans 

• Facilitate shared treatment planning meetings for members with complex 
situations

Provide Clinical and Care Coordination 

Support to Integrated Health Home providers
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• Providing tools for Integrated Health Home providers to assess and 
customize care management based on the physical/behavioral health 
risk level of recipient

• Performing data analytics on personal, medical and pharmacy data to 
identify patterns of care, as well as track, and close gaps in care

• Providing outcomes tools and measurement protocols to assess 
Integrated Health Home concept effectiveness 

• Providing clinical guidelines and other decision support tools

• Repository for member data including claims, laboratory, and Continuing 
Care Document (CCD) data whenever possible

• Support providers to share data including CCD or other data from 
electronic health records (EHR)

Develop Provider Information Technology Infrastructure 

and Provide Program Tools.
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• Providing quality driven, cost effective, culturally appropriate, and person and family driven Health 
Home Services 

• High quality health care services informed by evidence-based clinical practice guidelines

• Preventive and health promotion services, including prevention of mental illness and substance use 
disorders 

• Comprehensive care management, care coordination, and transitional care across settings 
(transitional care includes appropriate follow-up from inpatient to other settings, such as participation 
in discharge planning and facilitating transfer from a pediatric to an adult system of health care)

• Chronic disease management, including self-management support to members and their families

• Demonstrating a capacity to use health information technology to link services, facilitate 
communication among team members and between the Health Home Team and individual and 
family care givers, and provide feedback to practices, as feasible and appropriate

• Establishing a continuous quality improvement program, and collecting and reporting on data that 
permits an evaluation of increased coordination of care and chronic disease management on 
individual level clinical outcomes, experience of care outcomes, and quality of care outcomes at the 
population level 

Develop and Offer Learning Activities Which Will Support 

Providers of Integrated Health Home Services.
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Describe the methods by which the state will support the 

Health Homes providers in addressing each of the eleven 

components of a Health Homes program identified by 

CMS as being critical in assuring timely, comprehensive 

and high-quality Health Homes services.

State Support
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Provider Standards: Clinical Competency 

for Serving the Complex Needs using 

Evidenced-Based Protocols.
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Coordinate and provide access to high-quality health care 

services informed by evidence-based clinical practice guidelines. 

Demonstrate Clinical Competency for Serving the 

Complex Needs using Evidenced-Based Protocols.
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Evidenced-Based
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Evidence-based treatments for schizophrenia include:

• Medication

• Social Skills Training

• Family-based services

• Supported Employment

• Cognitive Behavioral Therapy (CBT)

• Assertive Community Treatment (ACT)

• Illness Self-Management

• Psychosocial Interventions for Alcohol and Substance Use Disorders

• Psychosocial Interventions for Weight Management

Evidence-Based Treatment for Schizophrenia - Mind Matters Institute

Example: Schizophrenia 
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Example: Diabetes

2022_soc_slide_deck_3.pptx (live.com)
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“Whole-Person” Approach to Care 

Using a Comprehensive Needs 

Assessment and an Integrated Person-

Centered Care Planning Process to 

Coordinate Care
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Care that is patient-centered and addresses the full range 

of a patient’s medical and behavioral health needs, 

culture, values, and preferences. It helps patients become 

active participants in their own health care.

Integrated Behavioral Health & Primary Care: Terms To 

Know (ahrq.gov)

Whole-Person Orientation
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Health Homes must operate under a “whole-person” philosophy and be responsible for coordinating 
primary and acute care, behavioral health (mental health and substance use) and long-term services 
and supports; providing wellness support and transitional services; as well as linkages to community 
and social support services

Provide health home services that operate under a “whole-person” approach to care using a 
comprehensive needs assessment and an integrated person-centered care planning process to 
coordinate care. 

A person-centered care plan is developed for each individual in a way that coordinates and integrates 
all of an individual’s clinical and non-clinical health-care related needs and services.

Consistent with the “whole-person” philosophy that requires the Health Homes to have the systems and 
infrastructure in place for coordinating and integrating all primary, acute, behavioral health (mental 
health and substance use), long term services and community and social supports for the Health 
Homes enrollees

IHH Role with Whole Person Care
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• This information is important have this documentation for 
whole person care, and ideally shared through a CCD using 
HIT. 

Health Home providers must agree to report on the health 
home quality measures as a condition of receiving payment 
for health home services. In addition, Health Homes must 
have mechanisms in place to share health information, link 
services, facilitate communication among the interdisciplinary 
team members and other providers to coordinate care and 
improve service delivery across the care continuum. 

Complete status reports to document member's housing, 

legal, employment status, education, custody, etc.” 
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Continuous Quality Improvement Program
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• Establish a continuous quality improvement program that includes a process for 
collection and reporting of health home data for quality monitoring and program 
performance; permits evaluation of increased coordination and chronic disease 
management on individual-level clinical outcomes, experience of care outcomes, 
and quality of care outcomes at the population level.

– Establish a continuous quality improvement program and collect and report on data 
that permits an evaluation of increased coordination of care and chronic disease 
management on individual-level clinical outcomes, experience of care outcomes, and 
quality of care outcomes at the population level.

• The Health Home must have a continuous QI program. What should the 
requirement look like in the SPA?

Continuous Quality Improvement 
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• SPA 2022 Bottom of 18 “monitor, arrange, and evaluate 

appropriate evidence-based and evidence-informed 

preventive services. The word “evaluate” stood out and 

not sure what that means”

– Do those services improve individual member’s outcomes?

– Do those services improve your population outcomes? 

– Federal language states, “that permits an evaluation” Based 

on the discussion, what is the group’s recommendation?

Discussion of “Evaluate”
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• Review of this meeting’s feedback

• Review Updated Workgroup Report

• Health Home Standards

– HIT and Habilitation/CMH Waiver

• Payment Methodologies

– Health Home Services documentation on the claim.

• Member Qualifications

– MCO/IME Support of Provider Enrollment Activities

– How does CMH and Habilitation fit into this?

– Address the LMHP requirement for FI (propose recommendations)

• Multiple ask for records, incomplete records, refusing to share records. 

• Causes an access to Health Home Services barrier

• Health Home doesn’t want to turn away eligible members

• Causing provider abrasion between LMHP and HH

• Creates bottleneck

Next Steps


